be a low transverse incision. The pre-tracheal fascia is then opened, a finger dissects into the mediastinum and the distal trachea is identified and pulled up with forceps. This would then enable insertion of a cuffed tracheal tube under direct vision.
In summary, transection of the trachea is rare. FFB offers the skilled clinician a means of accurately diagnosing the cause of acute respiratory compromise in the emergency setting but may increase pre-existing respiratory obstruction. In some situations, it will enable intubation. However, where there is significant airway obstruction or there is a rapidly deteriorating airway, we believe the method of choice of securing the airway is by awake tracheostomy under local anaesthesia. According to the current literature, 1,10 an appropriate approach to the management of upper airway trauma would be as shown in Figure 1 . Lingual nerve injury is a recognised complication of orotracheal intubation and has been associated with forceful laryngoscopy 1·3 (Table 1) . Although left-sided neuropraxia has been reported, 2 Right-sided lesions are thought to be more common 1,3 because the standard Macintosh laryngoscope exerts pressure on the right side of the tongue. The following is a case of bilateral lingual nerve neuropraxia associated with difficult intubation, a complication not previously described in the literature.
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CASE REPORT
A 38-year-old man, weight 120 kg, presented for internal fixation of a fractured radius. He had a past medical history of asthma, but was otherwise well.
Examination showed him to be Mallampati Class I, but he had a small mouth and a loose upper incisor which he did not wish to have removed. Premedication was with pethidine and metoclopramide. A rapidsequence induction was performed with preoxygenation, thiopentone, cricoid pressure and suxamethonium. Monitoring at induction included an electrocardiograph and pulse oximeter. Direct laryngoscopy was performed with a standard blade Macintosh laryngoscope and was difficult because of the need to avoid contact with the loose upper tooth. The laryngoscope was inserted into the mouth on three occasions and considerable force applied to the right side of the tongue before a satisfactory view of the cords was obtained. Tracheal intubation was achieved easily and the airway was not manipulated again. The oxygen saturation remained above 980,70 and a Guedel airway was never used. Anaesthesia lasted two hours and was maintained with isoflurane, nitrous oxide and oxygen and was otherwise uneventful.
On the first postoperative day the patient complained of an area of numbness on the antero-lateral surface of the tongue on both sides, but symptoms on the left were worse than the right. Neurological examination revealed a loss of all sensation, including taste, on both sides of the distal 3 cm. Movement of the tongue appeared intact and no other cranial nerve was damaged. The patient was discharged from hospital three weeks later by which time all sensation was normal.
DISCUSSION
The lingual nerve is the anterior descending branch of the posterior trunk of the mandibular division of the trigeminal nerve. While deep to the lateral pterygoid, it is joined by the chorda tympani branch of the facial nerve which adds taste and pregangionic parasympathetic fibres to it. It curves anteriorly between the ramus of the mandible and the medial pterygoid. It is vulnerable to pressure from a laryngoscope blade as it runs along the medial surface of the mandible to the underside of the tongue.
Lingual nerve injury following orotracheal intubation was first described in 1971 by Teichner, I who reported a right-sided neuropraxia which was attributed to direct pressure from the laryngoscope. Later in the same year, lones reported a left-sided neuropraxia and hypothesised that the mechanism of damage was due to stretching of the nerve, by a combination of cricoid pressure and forceful laryngoscopy, as it crossed the hyoglossus. 2 A decade later, however, Loughman reported a right-sided neuropraxia in which cricoid pressure was not applied, confirming that forceful laryngoscopy alone could cause the lesion. 3 The case reported here is unusual in that neuropraxia was bilateral despite pressure being applied to the right side of the tongue. The simplest explanation for this is that both nerves were stretched, adding some support to lones's hypothesis about the aetiology of this rare lesion, although a direct pressure effect on both nerves cannot be excluded.
